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29. Recipient ha& not yet exhau&ted entitleaent level necessitating a prior 
authorization for further eervicea. 

30 . PA is not peraitted for service beyond the levels established in 
9505.5020 and 9500.1070. 

31. Other, see attached or written reason, on P.A. 

DENIAL REASONS PARTICULAR TO DENTAL SERVICES 

32. The Medical Assistance prograa ha& requested consideration of an 
alternative procedure which aeets the criterla of a baaic, aedically 
necessary oral health need. 
9500.1070 Subp. 16 

33. The proathetic <Denture> aervicea are provided only once durlng a <5> 
year period, except in apecial circuaatancea. 
9500.1070 Subp. 16, B.<2> 

34. Adequate Justification for reaoval of third aolar <wisdoa teeth> has not 
been docuaented to be aedically neceaaary. 
9500.1070 Subp. 16. 

ORTHODONTIC DENIAL REASONS 

35. Orthodontic Consideration ha& been denied aa not being aedlcally 
neceaeary for the following reasona: 
9500.1070 Subp. 16, 9505.5020 Subp. 6, A-F. 

36. a. The anterior and facial eathetica ia within acceptable liaits. 

b. The overall function acceptable liaite. 

_____ c. The anterior epacing is within acceptable liaits. 

_____ d. The overall tooth alignaent i& within acceptable liaite. 

e. The overbite ie within acceptable liaita. 

_____ £. The anterior protrusion ia within acceptabl e liaits. 

_____ g. Treataent ia not indicated at this tiae. 

h. The overall orthodontic problea is not severe . 

i. Other=--------------------------------------
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Following you will find a list of code nuabers followed by a pending reason , 
for both general inforaation, and inforaation particular to an itea of Medical 
equipaent or speciality. When you receive the PA fora back and any other 
inforaation subaitted with it, you will find a code nu•ber under the servi ce 
naae Box . If no code has yet been assigned with respect to an itea of •issing 
inforaation, then a handwritten response will be present in this area. Refer 
to this list to ascertain what addit i onal inforaation is requi red to eval uat e 
your request. When you have secured such additional infor•ation, aake the 
notation, ''Additional Inforaation Requested" pro•inently on the face of the 
docuaent that is now being subaitted for the first tiae. Subait the original 
prior authorization and other docuaentation that you originally aub•itted, 
along with this new docuaentation. Otherwise we aay be unable to honor its 
effective date properly. Failure to subait the requested infor•ation wi t hin 
15 working days aay result in the denial of the request. 

PSYCHOTHERAPY 

You have failed to provide: 

130 Diagnosis baaed on ICD-9-CM or DSM III 

131 Brief History 

132 Description of syaptoas, probleas, living and working situation 

133 Nature of therapy being provided 

134 Treataent plan, goals, and strategies for achieving thea 

135 Response of the recipient to treataent to date 

136 Prognosis 

137 Suaaary of the previous prior authorization request iaaediately 
preceeding this one. 

138 Eatiaated duration and frequency of treataent 

139 Dates of previous hospitalizations 
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CHIROPRACTIC 

You have failed to provide: 

140 Diagnosis 

141 Specific spinal subluxation site 

142 <A> Date and history of onset <B> Dotea of any exocerbotion of the 
condition 

143 Sub3ective coaplointa 

144 Description of therapy 

145 Prognosis 

146 Extenuating circuastoncea 

147 Record of previous chiropractic care 
CA> Preaent colendor year 
<B> Previous calendar year 

148 Frequency of visits being requested 

149 Duration of core anticipated ond schedule of declining frequency of 
visits. 

GENERAL 

You have foiled to provide: 

160 Current, coaplete M.D. order 

161 Coaplete ond Appropriate Diognoais 

163 Sufficient inforaetion to aupport your request. 

164 Noae ond credentiola of individual delivering service 

165 Photogropha or x-roys necessary to proceaa your request. 

166 Th• recipients "A/ GA"C #. 

167 The dates for which you are seeking P.A. 

168 The date of MA/GAftC application, dote of County Board action, date of 
retroactive eligibility. 

169a PA and all ita attochaenta which are ~![!2Il!!!! aigned by the 
enrolled provider and individual delivering aervicea. 

170 An appropriate or correct procedure code. 

171 A product description or explanation 



NOTE: The following docu•entation is required for all durable medical 
equipaent <DME> that requires prior authorization. Fro• time to time , 
there will be •ore specific criteria published wi th respect to specif 1c 
iteaa of durable Medical equipaent. the inforaation published 
regarding specific DME shall be provided in ~gg!~!2~ to that requestea 
by 1-4 below. Note the appropriate pending code assigned tc each item 
of inforaation. 

GENERAL REQUIREMENTS 

You have failed to Provide: 

Pending Reason 
Code # 

100 

101 

lOla. 

101b. 

lOlc. 

lOld. 

101e. 

101!. 

A current KD order for the requested itea (s) including any 
special adaptations . Current is defined as signed and 
dated within the past two months. 

A physician's &ateaent to 3ustify medical necessity to 
include: 

All Diagnoses 

A list of the functional deficit <s> which indicate a need 
for the reqUftated equipaent. The assessaent may be •ade by 
either an M.D. or R.P.T. 

Reasons why uae of the requested piece of equipment in the 
hoae is not contraindicated. It is required that 
contraindications are addressed when requesting such items 
aa patient lifta, wheelchairs, hospital beds, respiratory 
equipaent i.e. large, heavy and/or bulky equip•ent which 
aight create apace and/or aobility probleas, 

A description of the patient's present functional status 
and the anticipated functional status with the use of this 
aquipaent. 

Justification that this equipaent is necessary for the 
continuoua and exclusive use of the recipient to •eet an 
unusual aedical need. This itea applies to lo~g ter• care 
facilities operating under a per diea. 

A plan to instruct the patient and caretakers to safely 
and coapetently use and care for the equipaent. 



Pending Reason 
Code # 

1019. 

lOlh. 
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A atateaent of the eatiaated length of tiae the equipaent 
will be necessary. 

Docuaentation that all less costly alternatives to the 
requested equipaent have been tried or considered and why 
they are not satisfactory. 

Inforaation to be aubaitted by the vendor to include: 

102 

102a . 

103 

A deteraination of whether or not the recipient is 
eligible for Part B Kedicare or payaent froa any other 
third parties. If Part B Kedicare billing haa been 
denied, a copy of the review requeat and final Medicare 
appeal deteraination aust be provided. 

An equipaent purchase and rental history of all durable 
aedical equipaent that the reicpient has uaed in the past 
five yeara including repairs, dates rental / purchase, 
nature of repairs and coats of such. 

Date& for which you are seeking prior authorization 
NOTE: In aost caaea, if the equipaent which is the 
subJect of the prior authorization request has been rented 
in the paat, the cuaulative rental shall not exceed the MA 
allowable purchase price. Any rental already paid ahall be 
deducted froa the allowable pruchase price. 

HOSPITAL BEDS 

Hospital Beds <Standard> 

tou nave failed to provide: 

1he 1oiiow1ng pena1ng reason& are specific to the ltea they are listed under. 
Provide this in1oraat1on ln aadit1on to 100-103 above if the DME you are 
requesting P.A. for lS one ot t.ne !u ... .1.uw.ul9; 

104 

104a 

A &tat.eaent t~aL patie11t. ' a cond1t.1on requires poe1t.1on1n9 
of the boay ana reaaon& t.11-.tu:11ore. t're&cr1pt.1on aust. 
establish aeuical neceaaity and include a description ot 
the aedical condition e.g. cara1ac a1aease, chronic 
obstructive lung diaeaae, quadriplegia or paraplegia, and 
also the severity and frequency oi the syaptoas of the 
condition that neceasitatea a hospital bed for 
positioning, and, 

or that the required attachaent& cannot be fixed and used 
on an ordinary bed. 



Pending Reason 
Code # 

105 

105a 

106 

106 

106b<l) 

106b<2> 

107 

107a 

107b 

107c 
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Seai-Electric And Total Bed <Head & Foot AdJustaent> 

a. The above criteria for Standard Bed, and 

b. A atateaent that the patient's need for position 
changes are frequent and/or iaaediate so that the 
patient auat be able to effect these changes 
hia/herself as no delay can be tolerated. 
Exceptions aay be aade to this last requireaent in 
cases of spinal cord inJury and brain daaaged 
patients, severe respiratory or circulatory 
probleas. 

Total Electric Bed <Head, Foot Height AdJuataent> 

a. Meet& requiraaent of Ho&ptial Bed Standard l and 2 
or 1 and 3. 

b. Covered for one of the following conditions: 

l. Severa arthritis and other in)uries to lower 
extreaitiea, e.g., fractured hip. The condition 
requires the variable height feature to assist the 
patient to aabulate by enabling the patient to 
place hie or her feet on the floor while sitting 
on the edge of the bed. 

2. Severe cardiac conditions. For those cardiac 
patients who are able to leave bed, but who aust 
avoid the strain of "Ju•ping" up or down. 

PATIENT LIFT (frequently Hoyer Lift> 

Docuaentation concerning training of caretaker& 
(faaily and others including Personal Care 
Attendant> in patient transfers and why this 
aethod ia not feasible. 

The weight <can be estiaated> and height of the 
patient and height, weight, general strength and 
age of priaary caretaker<a>. 

Docuaentation that the patient and caretaker& have 
used the lift together and handle it 
aatiafactorily. 

A stateaent that the re&idence has been carefully 
aaaeaaed to deteraine that a lift can be used in 
those areas where it is needed, i.e., froa bed to 
chair, fro• chair to lavatory, etc. 



Pending Reason 
Code # 

108 

108B<1> 

1088<2> 

1088(3) 

1088<4> 

1088(5) 

1088(6) 

1088(7 ) 
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MOBILITY DEVICES 

A. A current M.D. order for the requsted ,specially 
designed or •otorized wheelchair, including all 
diagnoses. The order aust include a coaplete list of 
any aodifications or accessories needed, and the 
aedical rationale. NOTE: when a recipient is younger 
than 15, the M.D. aust provide a signed state•ent that 
this person possesses sufficient aaturity and 
responsibility to handle the aachine safely with 
respect to hiaself and others. Also, if a non 
contract wheelchair is being requested written M.D. 
JUstif ication aust be provided as to why the requested 
chair is superior in aeeting the needs of the patient 
over and above the contract version. 

8. A functional evaluation of the recipient by the 
physician or a qualified physical therapist is 
subaitted. Including: 

l> Evidence that the prescribed itea can be 
operated by the recipient and is effective. 
NOTE: When the request is a first tiae 
purchase of an electric wheelchair there aust 
be docuaentation that the client has tried the 
requated aachine, or one very siailiar, and 
has beginning skills in •anuvering it. 

2) Muscle strength and coordination to push a 
wheelchair. 

3) Tolerance for the use of a wheelchair over an 
extended period to tiae. 

4) Sitting balance. 

5) Range of aotion. 

6> Spasticity level. 

7> Pain tolerance 



Pending Reaaon 
Code # 

108C 

108C<l> 

108C<2> 

108C<3> 
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C. A stateaent froa a social worker, Registered Nurse or 
Physical Therapist to include: 

Present wheelchair activity, including ~eans 
of getting around in. 

l> Means of accoaplishing transfers. 

2> neans of dressing, bathing and accoaplishing 
personal care. 

3) Other special needs. 

OXYGEN 

Please refer to Attachaent I for inforaation concerning the Prior 
Authorization requireaenta. NOTE: There have been aubatantial changes in 
this requireaent. 

112(1) 

112<2> 

112<3> 

112(4) 

112(5) 

112(6) 

112<7> 

M.D Prescription to include: 

1> Diagnoses 

2> Liter flow/concentration of 02 both at rest and 
aabulatory when applicable. 

3) Frequency and length of tiae/adainstration 

4> Mode 0£ adainistration i.e. cannula, mask 

S> Estiaated duration/use 

6> Order £or self adainistration if applicable 

7> PA02 and oxygen saturation 

113 Care plan to deaonatrate and docuaent the need for 
suppleaental 02. 

114 Justification ·concerning why the particular fora of 02 has 
been selected over and above others. <Supplier or M.D.> 

NOTE: The need £or 02 auat be reevaluated at intervals not to exceed 4,8 and 
12 aonths. 
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APNEA NONITORS 

Due to the nature of this itea, thi& itea aay be provided to a new patient for 
a period of 30 days while you are awaiting necessary docuaentation and/or a 
response to your prior authorization reuqest. If aedical necessity is 
established, this one aonth period will be approved even though no prior 
authorization was aubaitted before providing the aonitor. The following 
criteria aust be aet in order to receive approval either for the one aonth "No 
PA Requireaent" period or continuation after the first aonth. Thia 
retroactive approval only applies to new patients and not to continuing or 
renewal prior authorization requests. 

115 

116 

117 

118 

118<1> 

118<2> 

118(3) 

118(4) 

118(5) 

Docuaentation the recipient has experienced an apparent 
life-threatening event, characterized by cessation of 
breathing, bradycardia, color changes or a change in state 
of consciousness. 

Docuaentation that the infant was preaature with a history 
of apnea or bradycardia, or has a significant faaily 
history of SIDS <Sudden Infant Death Syndroae>. 

A stateaent that provision has been aade for adequate 
faaily instruction, an organized support aystea, and 
follow up. 

A physician's atateaent including the following: 

<1> Diagnosis 

<2> Clinical history 

C3> Pneuaograa result (including good coaponent of sleep> 

(4) Evaluation of results following each authorized 
period of payaent. 

<5> Provisions which have been aade for discontinuance of 
the apena aonitor and the criteria to be utilized in 
deteraing when discontinuance is appropriate. 



ATTACHMENT IV 

~~!:!!£! ~!~! g~I:1:::!~~1 ~!~!!Q~ gQQ!~ 

1. Tonsillecto111y and/or adenoidecto111y 42820. 42821, 42825. 42826. 
42830, 42831. 42835, 42836 
42860, 42870 

2. Hysterecto111y 58150, 58152, 58180, 58260, 
58265, 58267, 58270, 58275, 
58280, 58285 

3. Hernia repair 49500, 49505, 4'3510, 49515, 
49520, 49525, 49540, 49550, 
49552, 49555, 49560, 49565, 
49570, 49575, 49580, 49581, 
49590. 49600, 49605, 49606, 
49610, 49611 

4. Cholecystecto111y 47600, 47605, 47610, 47620, 
(47610 with 47550> 




